C ardiovascular disease (CVD) remains the leading cause of death in the United States. The American Heart Association (1989) estimates more than 1.5 million Americans will have a heart attack this year, and more than 500,000 of them will die. The health, social, and economic burdens of CVD are staggering. Lifestyle behaviors such as exercise habits, dietary patterns, weight, and smoking status are major contributors to the incidence of morbidity and mortality due to CVD. Reducing these risk factors-s-on an individual, group, and community wide basis-holds the greatest potential for addressing this public health imperative.
The workplace offers a unique setting in which to offer CVD risk reduction programs. Workplace health promotion programs have proliferated since the mid-1970s. Since over 70% of individuals between ages 18 and 65 are employed (U.S. Census Bureau, 1986) , it is encouraging that nearly 66% of worksites with more than SO employees offer at least one health promotion activity (USDHHS, 1987) . The opportunity to teach large numbers of people in an environment that may offer social support for healthy behavior change has exciting implications.
The workplace offers a unique setting in which to offer CVD risk reduction programs.
This article discusses issues that impact on the marketing of CVD risk reduction programs for workplace settings, and details ways that the Pawtucket Heart Health Program (PHHP) has used marketing approaches to enhance its worksite interventions. PHHP is a National Heart, Lung and Blood Institutefunded research and demonstration project designed to test whether CVD morbidity and mortality can be reduced through community wide risk factor change efforts. As a 10 year trial, PHHP has employed a community activation approach using social learning theory and social marketing principles as a basis for the intervention strategy (Lefebvre, 1987) .
The City of Pawtucket, Rhode Island is a blue collar community of just over 70,000 residents.
Churches, schools, CIVIC groups, libraries, voluntary health agencies, and many other sites are involved in the healthy change process. Over 30 worksites representing more than 10,000 individuals have participated in at least one CVD risk reduction program in Pawtucket. The menu of programs and services offered by PHHP focuses on the five modifiable risk factors for CVD: smoking, high blood pressure, high blood cholesterol, physical inactivity, and being overweight.
To better understand how PHHP has incorporated social marketing principles into the intervention strategy, some key terms need to be defined. Marketing includes much more than selling. Marketing implies an exchange process between two or more parties. The exchange may involve a product, idea, service, concept, or some combination of those. Social marketing is the application of marketing principles and strategies to personal and social behaviors. Thus, it usually involves more intangible consequences, such as self-efficacy, and less traditionally commercial arenas, such as health and well-being. But in its practical application, social marketing differs little from business marketing. For the purpose of this article, "market-ing" and "social marketing" will be used interchangeably.
The marketing ofCVO risk reduction programs in PHHP and elsewhere involves at least two distinct processes. First, a corporation must agree to accept and support workplace programming. This involves enlisting management support. Second, workplace programming must be marketed to eligible employees, retirees, and/or dependents. If the workplace programs are excellent, but few eligible individuals participate, the intended outcomes toward reducing CVO will not be realized.
This article will identify benefits of and barriers to the delivery of workplace programming. Next, it will highlight a marketing approach used by PHHP to overcome barriers. Finally, a discussion of implications for marketing CVO risk reduction programs to the corporate and employee levels will be shared.
MARKETING AT THE CORPORATE LEVEL
Benefits associated with the delivery of worksite health programming are growing. From the corporate perspective, successful risk reduction programs have been shown to improve the health profile of a work force, increase productivity, decrease absenteeism, and control health care costs (Baun, 1986; Bly, 1986; Cox, 1981; Gibbs, 1985; Wilbur, 1983) . Other potential benefits include improved employee morale, enhanced employee recruitment and retention, as well as the perception of an enlightened, caring management team. The perception of benefits may exert a force among business leaders which generates corporate support for worksite programming. Furthermore, actual recognition of successful programming may prompt those who have been slow to respond to embrace these services.
While it is clear that corporations have many positive reasons for accepting and supporting CVO risk reduction programs, several impor-The direct cost of implementing health programs is a real barrier for some corporations.
rant barriers also should be recognized. From a marketing perspective, barriers represent any "cost" (real or perceived) that a client associates with using the product or service being marketed. In this case, what factors will impede corporations from accepting (or supporting) CVO risk reduction programs? Glasgow and Terborg (1988) recognized that corporations undergo cycles which impact on their readiness to accept health programming. The life cycle of corporations includes periods of growth and decline. These cycles impact directly on the profit/loss margin of a corporation. During a growth cycle, a corporation may be willing to allocate staff, resources, and space for the initiation or expansion of health programming. Conversely, during a decline, that same management team may view health programming as an expendable option.
The nature of the work done within a company may also pose barriers to acceptance of health programming. Production lines and multiple shift work are two common features of industrial settings which may substantially interfere with the ability to gain acceptance for health programming. There is evidence to suggest that traditional blue collar work environments offer fewer health promotion activities than work environments which are comprised primarily of white collar workers (Fielding, 1989) .
The direct cost of implementing health programs is a real barrier for some corporations. Even when employees share in the actual cost of the program, either staff, administra-tive, facilities, or other resources are often required to deliver the service. Many corporations do not rely on internal resources, but obtain assistance from voluntary health agencies or specialized vendors. Even vendor-based programs usually include some initial financial commitment in addition to an ongoing fee-forservice.
The demographic characteristics of a work force may also set up barriers to the acceptance of workplace programming. For example, the retail industry employs a _ large number of young, relatively healthy, part time workers who also tend to have a fairly high turnover rate. Management may not be willing to invest in health programming for a work force they perceive as young, healthy, and mobile.
Management style may create barriers toward accepting workplace programming. Some corporations offer flexible work hours, promote independent work habits, and create organizational support systems for employees as part of the corporate culture, while other corporations expect employees to mold to the structure. Health promotion programs may be a better "fit" in the former than in the latter. For example, flex time may allow employees to exercise before, during, and after work. That convenience may not be as readily available in straight 9-to-5 workdays.
Finally, corporate expectations for worksite health programming may set up serious barriers toward gaining acceptance and support. Respondents to a national randomized survey of worksites with at least 50 employees ranked the perceived benefits of offering health assessment programs: improved employee health (47.1 %), increased productivity (24.2%), reduced health care' costs (14.3%), and improved employee morale (14.2%) (U.S. OHHS, 1987) . Almost half (47.6%) of the respondents thought the benefits outweighed the costs of offering such programs.
Meanwhile, a recent study con-ducted by Blue Cross-Blue Shield of New Hampshire attempted to answer the question "Why do some companies purchase a health promotion program while others do not?" Over 100 buying and non-buying companies were surveyed. Results indicate that companies that decided to buy health programs were more concerned with program quality, vendor reputation, and whether or not other companies had participated in the health program.
Looking further at corporations that were successful with offering health programs, investigators found that their managers had realistic expectations about employee participation, believed the program would improve employee morale and enhance employee relations, and had an ongoing, demonstrated commitment at the senior management level for health programming. (Reidel, 1989) .
In summary, the significant barriers toward gaining corporate support for worksite health programming include management style, the nature of the work, demographic characteristics, management expectations, perceived (and real) costs, as well as the program "fit" within the corporate culture. Whether a program is provided by internal resources or by an outside vendor specialist, if initial acceptance at the corporate level is not achieved, and then sustained with ongoing support, the likelihood of conducting successful health programming is minimized.
MARKETING TO EMPLOYEES
Employees benefit from participation in worksite health programming for several reasons. They have convenient access to programs and services. Programs are often subsidized in whole or part by the company. Plus, employees have a built in support network of coworkers to help facilitate healthy changes. Once corporate level support for worksite programming has been secured, and the program content has been developed, marketing to the employee work force becomes the prime focus.
Incentives can be a powerful tool, but must be arranged with input from the target audience.
Some evidence suggests that employees who participate in worksite health programs have healthier risk profiles than nonparticipants (Conrad, 1987 ). Yet, there are clear data to indicate different rates of involvement by subgroups of employees. For example, women and white collar workers tend to have higher participation rates (Spillman, 1988; Kronenfeld, 1988) . A survey of Fortune 500 companies found that while the mean percent of employee participation across all companies was 40.1 %, a full 61% of companies noted that less than half of eligible employees participated (Hollander, 1988) . What are the barriers which must be overcome when marketing worksite programs to employees? Both personal and organizational factors must be considered.
Personal Barriers to Successful
Employee Marketing Similar to the profit/loss cycle organizations' experience, which influences their readiness to accept new programming, researchers have identified stages of preparedness for change which individuals pass through. These stages predict individual use of different behavior change strategies and their associated outcomes (Prochaska, 1983) . Four stages of change-precontemplation, contemplation, action, and maintenance/relapse-are predictive of whether an individual chooses a specific behavior change strategy and is likely to have a successful outcome. Although most successfully demonstrated with smoking cessation, this construct has exciting implications for market-Linnan at al ing individual health behavior change as part of a comprehensive health promotion program.
Individuals' readiness to participate in health programming also has been shown to relate to their personal self-efficacy, self-motivation (Dishman, 1985) , and intention (Fishbein, 1982) . Although beyond the scope of this article to discuss these models thoroughly, all point to the fact that individuals have important internalized beliefs about their ability to influence personal health. When marketing health programming, it is important to be aware of these internalized beliefs so that promotional strategies and the programs themselves have options which appeal to the diverse needs of their workers.
Other important individual factors which must be considered when marketing health programming center on workers' characteristics. Ethnic and cultural differences may inhibit individuals from attending programs or attempting behavior change. Language barriers may exclude large numbers of workers from learning about programming availability, participating, or attempting to change. Low-literate workers make up a significant portion of some work forces. If promotional or program materials are not written in the fifth to eighth grade reading level, a large number of workers will not be reached with intended messages.
Organizational Barriers to Successful Employee Marketing
A number of organizational factors may introduce barriers when marketing programs to the employee level. Even when top management has accepted health programming, in the absence of middle management and/ or line supervisors' support, employees may be reluctant to participate. Management must assure employees of its great concern for the confidentiality of all results associated with program participation. When confidentiality is not maintained, employees are much less likely to participate. Fear of reprisals or other subtle retribution may establish a negative climate for marketers to overcome.
Marketing to employees may be difficult when physical, economic, and/or geographic barriers are apparent. In some organizations, corporate headquarters serve as the focal point for programming and promotional efforts. Therefore, executives may receive a disproportionate share of health related programs and services. Multi-site locations have unique problems, such as the way information is received and disseminated. Moreover, employees may be unwilling or unable to attend programs located at corporate headquarters. Assumptions about the work force's needs, interests, and ability to pay may be inaccurate. Thus, interest surveys allow planners to avoid assumptions about employees. For those organizations expecting employees to pay all or some of the health program fees, cost may be a significant barrier to employee participation.
Organizations with multiple shifts may not offer services on an equally distributed basis. If programs are not offered on company time, chances are that participation rates may be seriously reduced, especially by second and third shift workers.
Unionized labor forces may inhibit or facilitate activities. In general, working within union structures is not much different from the outline of opportunities and barriers presented for management. The first step is to approach the leadership to assess what barriers may be present, and what benefits may be gained. Does the union have a history of providing benefits, such as screening for disease risk factors or for disease, to its members? Does it organize a blood drive? Is there a health and welfare fund that might provide financial support? Is the union looking to enhance its image among the membership? All of these can be opportunities for health programming to fulfill a goal. It is important to determine at what phase of a labor/management cycle relationships with management are col-laborative and supportive, i.e., during prenegotiations, active negotiations, pending work stoppages, etc.
The key to smooth planning and implementation is a good communication strategy. The process of contacting union and corporate leadership should be parallel, if not concomitant. When PHHP wanted to target Pawtucket's city workers for programming, a meeting was arranged with the mayor's chief of staff and the union's chief steward. Once both parties understood the scope and objectives of the program, they gave their support and logistical arrangements followed. Key community organizations can also be helpful when approaching management and labor. Early on, PHHP representatives established a good working relationship with the local Chamber of Commerce to establish the program as part of the community's network of workplace offerings.
At the same time, the regional Central Federated Labor Council was approached for similar reasons, and contacts were established with individual local unions represented on the council. While some locals did not consider health related activities a financial priority, their endorsement was the critical factor in motivating a skeptical membership to participate in programs. National offices of local unions can sometimes provide assistance in local programming. The health related activities of the United Food and Commercial Workers Union provided a precedent and encouragement for the local to get involved in PHHP blood pressure screening programs.
Keeping in mind that worksites with unions can become politically charged at times, with membership and employees divided, the best approach is a united one which highlights the common interests of all concerned-union members, nonunion employees, and management. If that is not feasible, the decision must be made as to which approach, and whose endorsement, will yield the highest participation and the greatest long term gain.
Benefits and barriers that influence the marketing of worksite health programming at the employee and organization level have been discussed. PHHP has developed and tested an approach which enhances a number of the benefits and overcomes many of the barriers described. The remainder of this article will share the PHHP approach for marketing cardiovascular risk reduction programs at the workplace.
THE APPROACH
Worksite activities were an integral part of the original PHHP intervention strategy. Strict protocols were used: collecting data on the worksite and its gatekeepers (the contact persons with the authority to approve or deny access); sending a descriptive letter to the gatekeeper; meeting with the gatekeeper or designee; promoting the concepts to employees as a group; conducting an interest/needs assessment of employees by means of a written survey; forming an employee task force to evaluate surveys, determine programming priorities, and make implementation decisions; training of lay leaders for small group behavior change programming; and implementing programs at the site.
Not only was this process labor intensive and time consuming (about 6 months from initial contact to programming), but it met with considerable resistance on the part of gatekeepers (Elder, 1986) . The task force, which was the linchpin of the approach, was impractical (because of the amount of time it took employees away from work) and, for the Pawtucket business community of the early 1980s, conceptually not in line with general management thinking (maximizing employee production with control of worksite activity). Other companies, however,h ave found committee structures to be useful in the promotion and implementation phases of program development (Naditch, 1986) .
It was not long before a more flexible approach was adopted, which still included the task force idea but allowed for alternatives. These included offering more direct service programs, such as blood pressure or cholesterol screening and education programs; offering a "sample" group education program, such as an 8-week weight management class, without doing a detailed assessment; or simply encouraging an environmental change (e.g., a smoke-free area) as a first step.
Of particular interest to employees and gatekeepers alike were screening programs, probably because they offered minimal intervention (a few hours), with immediate, personal, and tangible results. The aggregate results could then be used by PHHP staff to plan and pursue the next level of programming at the worksite: a seminar on healthy eating or a weight loss class, for instance.
The evolution of this more tailored, flexible approach to worksites is consistent with PHHP's development of a social marketing approach to its mission at all levels, from the individual to the community (Lefebvre, 1988) . This approach is basically client centered, and is founded on a mutually beneficial mix of the client's needs and wants, and the goals of the PHHP. This foundation allows the "exchange" of service to take place for the direct and indirect costs to PHHP of implementing programs. PHHP successfully recruits greater numbers of employee participants, and the company enhances employee morale, reduces absenteeism, and improves productivity.
Social marketing, like commercial marketing, is based on a strategic mix of its basic elements (the "four Ps"): product (or service), price (real or perceived costs), promotion, and place (i.e., accessibility to potential consumers) (Kotler, 1982) . PHHP's original approach to organizations, though well founded in theory, did not allow for manipulation of these elements when barriers were encountered. What has evolved is an approach that identifies barriers and then uses marketing strategies to circumvent them. The more information there is available about the potential consumer, the better the strategy that can be designed to meet the client's needs and expectations in every aspect from product design to places where the product is delivered. For instance, knowing that a company will not allow programs on company time, or that a large minority of the employees are not English-speaking, are impediments that if discovered ahead of time can be planned into the design.
The key to a marketing approach, then, is the assessment of the interest, need, motivation, and resistance of the target group. The other marketing elements include planning, resources, promotion, implementation, and evaluation/feedback. Although these elements were part of PHHP's early intervention, they have been significantly streamlined using social marketing principles.
Interest Assessment
The key to a successful marketing approach is still the assessment of the interests and needs of the worksite and its employees. This process helps identify barriers and suggests approaches. A critical first step in successfully marketing worksite programs to management is to determine what key decision makers hope to gain as a result of offering these programs. With either an internal resource or an outside vendor of health promotion services, the needs, interests, expectations, and skepticisms of management should be identified up front. The easiest way to accomplish this task is to hold a meeting with key management and ask them directly. Successful marketers will listen carefully to the individual responses and make an effort to address each one. Individual meetings, phone conversations, and/or written surveys may also be used to gather this information.
Too often, worksite program managers (and outside vendors) assume that management is concerned only with health care costs or absenteeism or some other issue. In fact, just like Linnan et al individual employee interests, individuals at the management level may have distinct interests. If the health programming can meet management's needs, interests, and/or expectations, the required exchange process will begin. As a marketer, one's goal is to win management support for programming in exchange for meeting one or more of management's goals for these activities. If management's goals are not identified, the likelihood of achieving the desired support is diminished.
PHHP's initial protocol for determining employee interests called for a lengthy and difficult self-administered "interest and needs assessment" which was originally used primarily with groups of teachers. This tool evolved into a three fold, better designed brochure called "Size Up Your Heart Health." Employees quickly rated themselves along CVD risk factor parameters, and returned completed surveys to PHHP staff for tabulation. Ideally, this was done with all employees present in a group; however, logistics of such a meeting often proved impossible. Distributing the surveys with written instructions produced an unacceptably low return rate. This tool was then reduced to one panel of a slim introductory brochure that was included in payroll distribution to all employees.
A written survey of fitness and health attitudes among 1,400 Pawtucket city workers, co-sponsored by the city's Parks & Recreation Department, realized a 51% completion rate using this revised version. In non-manufacturing organizations, this approach appears to have more success. Many worksites, schools, and other organizations now use a computerized health risk appraisal tool called "Wellness Check" developed by the Rhode Island Department of Health. This easy to complete and administer tool requires participants to answer a brief risk factor questionnaire, provide some basic demographic information, and may also include health interest questions.
Unique identifiers are used to maintain individual confidentiality. Results are generated via an optical scanner and are printed out for individual participants almost immediately. Employees benefit from the immediate feedback. The Wellness Check, like many other health risk appraisal tools currently available in the marketplace, serves as a motivational and awareness building tool which permits employees to review personal results, receive one-to-one counseling, or attend a small group session where results are interpreted. Aggregate results are processed when individual inputs are completed.
A well conceived interest assessment phase generates baseline information from management and employees to help establish a realistic, practical, data driven plan. Focus groups may be used to gather more in-depth information about a particular segment of the employee work force. Small groups of demographically similar clients or potential clients are invited to informal discussions led by a trained group facilitator to discuss questions ranging from perceptions about a general topic, like health and fitness, to reviews of specific sample materials. While there is a list of scripted questions, spontaneous conversation can provide revealing, unsolicited insights. PHHP has conducted focus groups with worksite heart health coordinators to assess their willingness to leadextensive campaigns in their workplaces, and to determine what types of resources and programs would best meet their needs.
Numerous focus groups have also been conducted with employees to discuss their satisfaction with worksite campaigns, and to explore ideas for new programming. Focus groups have provided insight on materials development, price-setting, incentives, campaign names, and other useful information. The focus group does not provide surveyquality data, but offers an opportunity to obtain a variety of responses and to shape the program for clients in a more cost effective manner than by individual interviewing.
Many of the barriers identified at the corporate level-lack of realistic expectations, cost issues, and perhaps even management style-may be overcome with careful planning during an assessment period. Moreover, using some form of health assessment tool allows employees to get personally involved in the process which moves them further along the continuum toward readiness for healthy behavior change. Aggregate reports contain information which management is often not aware of and which can be a powerful aid to program administrators in setting program priorities.
Developing a Plan
As PHHP's worksite offerings expanded from small group programs to self-help materials to full scale risk factor campaigns, a conceptual model for all worksite programming was developed and named "Working Well." The Working Well portfolio is a durable three ring binder-for long shelf life and easy updatingwhich includes a brief summary of self-help, small group, campaign, and environmental offerings for each cardiovascular disease risk factor. Working Well posters are included, designed generically so they can be adapted for any health promotion purpose. At the back of the binder is a yearly calendar to promote long range event planning, and facilitate the introduction of new programs in conjunction with existing events (for instance, adding a cholesterol screening and education program to an annual blood drive).
While worksites are encouraged to time their programing to coincide with PHHP's community wide campaigns, they may also choose to schedule their own campaigns independently. Successful programs are often timed to coordinate with national health events such as the Great American Smoke-Out, National Blood Pressure Month, etc.
A good plan not only outlines activities but also establishes priorities.
A common mistake made by overly enthusiastic companies is to try to cover all risk factors at once. While the interests and needs in an employee population may be varied, even the largest companies usually attempt to simplify their marketing message. Otherwise, promotion becomes difficult and confusing, and employees may be overwhelmed with choices. PHHP has found success more likely when the program focuses on one area of behavior change, achieves some success, and then moves on to another. The U.S. Office of Disease Prevention and Health Promotion compiles a calendar of national health events each year which has been a valuable tool when planning year long activities.
The goal setting phase of planning must be tailored to the individual organization. Short term goals for 3, 6, and 12 month intervals are established. Long term planning in 3 to 5 year time periods shows management that health promotion is a long term commitment. PHHP incorporates information about worksite participation rates, behavior change outcomes, and employee feedback on previous or similar programming when setting future goals. In addition, a modest rate of increase is built into the program. All goals and objectives have established timeliness and are measurable.
What barriers does this step in the approach overcome? Considering those at the corporate level, developing a well conceived plan that incorporates both management and employee needs and interests truly sets the stage for ongoing management support. A written plan should be reviewed and approved for implementation by top management. This helps frame realistic expectations and avoid untimely budget requests for new programming ideas. Costs may be positively influenced as planners have time to negotiate discounts on promotional materials and tie into low or no cost programming available from outside sources. If the plan is shared with employees, they may begin to perceive a long term commitment to healthy lifestyles. Participation rates in all programming may increase as the shotgun approach to offering services is replaced by a systematic calendar of offerings. Employees can plan ahead to attend. If they miss one opportunity, another may follow. An additional important benefit of careful planning and design is the ability to tailor programs to language, ethnic, and cultural needs.
Resources
The detailed plan becomes a blueprint for mobilization (or development) of resources. A wellness committee or task force made up of key individuals within the corporation may be a helpful way to mobilize internal resources for health programming. While a well ness task force was originally conceived as a great resource for health programming, few worksites in Pawtucket were conducive to such a committee. Many worksites are small, so a committee structure may not be a practical use of staff time. Although well ness committees were not particularly effective in Pawtucket, other worksites have found them to be extremely helpful in program planning, marketing, and implementation efforts.
The makeup of a committee is critical. Ideally, representatives should be chosen from food service, public relations, employee relations, recreation, unions, personnel, benefits, and other influential departments. Broad representation from these groups fosters ownership and resource sharing, and extends the potential for reaching larger numbers of employees with programming. Management should be involved and kept informed of committee progress.
One prerequisite for successful marketing and programming efforts in Pawtucket has been the role of a key contact person designated as the Heart Health Coordinator. From the program's experience, this role has been filled by a variety of employees from secretaries to personnel manag-ers to occupational health nurses. While anyone with enough initiative may succeed, it seems best if the tasks of setting up and maintaining health programming are closely related to the individual's job description. For example, occupational health nurses, health and safety directors, and benefits coordinators have been especially effective. If a wellness committee is in place, the Heart Health coordinator is often chairperson, organizing and administering resources.
External resources should not be overlooked. Again, an assessment of community agencies is necessary to know whom to call, when to call, and for what. Many cities publish a directory of agency offerings. State or local health department officials often have established ties with a network of community resources. Voluntary health agencies (like the American Heart Association, American Cancer Society, American Lung Association, and American Red Cross), non profit agencies (like the YMCA and YWCA), universities, local hospitals, and others are often able to offer high quality, low cost services to worksites. Private consultants are also available in many communities. Federal health agencies such as the National Heart, Lung and Blood Institute; U.S. Office of Disease Prevention and Health Promotion; President's Council on Physical Fitness and Sports, and others offer many valuable, current resources for use in worksite settings.
A national survey of worksites found that voluntary health agencies were most often the source of program assistance (U.S. DHHS, 1987) . PHHP has provided a range of resources, including cholesterol screening volunteers, group leader training, and guest speakers and consultants on environmental change for participating worksites. The advantage of drawing on community resources is that it automatically ties an organization into the local network of providers, and can increase one's ability to provide a variety of Linnan et al high quality programs. Employees and corporations are members of the larger community in which they work. A mutual investment builds a spirit of cooperation that makes good business sense for all parties.
Promotion
Obviously, the best designed and delivered programs one can offer are worthless if no one attends them. Promotion is critical to success, and should be included in planning considerations from the beginning. A good promotion strategy can overcome several barriers: low interest, low participation rates, language differences, and low literacy rates. PHHP has used a variety of promotional items: balloons and banners (to raise awareness), refrigerator magnets with the program logo (for name recognition and visibility between programming), bilingual posters and flyers, a two-for-the-price-ofone buddy incentive (to increase participation rates), and special events (to create word-of-mouth promotion and lessen reliance on the written word).
In 1988 Hasbro, Inc., the largest corporation based in Pawtucket, announced that a pipe would no longer be one of its Mr. Potato Head's standard accessories. Hasbro recognized an opportunity to promote a smoking prevention message to a nationwide audience of children and adults. In response to this announcement, PHHp, obtained a full sized costume of Mr. Potato Head from Hasbro, and the character appeared in the cafeteria of a local hospital to promote the Great American Smoke-Out. Hasbro gained positive coverage from the national media, and the Great American Smoke-Out gained new momentum in the Pawtucket community.
Based on a careful assessment of the program's "audience," there are a number of questions to ask: What is being promoted? (health? fun? a break from the routine?); who is the program's intended audience (gender? age? income? rnotivationr); where is the message coming from? (the program director? management? the union? the CEO? coworkers?); when is the best time to promote? (too much or too little lead time can curtail participation); and most importantly, why should anyone participate? (what are the potential personal benefits") PHHP has always provided the basic promotional components for its participating worksites: a flyer and poster for each event or program, designed with blank areas for customizing by the organization. Some of the best promotions, however, have resulted from companies developing their own unique messages. A computer company, for instance, printed its own posters to promote a multi-risk factor screening. Over a line drawing of a heart, the headline read, "How long before your system goes down?" With assistance from a nutritionist, a heart healthy meal was served in the company cafeteria. PHHP supplied balloons, and the offices were decorated with red roses to go with the heart theme. The result was an appealing, attention getting promotion that yielded a high rate of participation. As another example, providing turkey sandwiches to employees who quit cold turkey has been a promotion for many quit smoking campaigns.
Another company, a printing firm, realized that people would rather taste heart healthy food than talk about it. A chili challenge was held among employees, using their own recipes. After computer analysis of the ingredients, and modifications to meet heart healthy recipe guidelines, three different chilies were served and voted on by employees. Response among the mostly male participants was enthusiastic, and another avenue was opened to behavior change.
Providing an incentive for participation has proven to be invaluable to the success of a program, for several reasons. First, it may be the extra push needed for those who are well intentioned, but lack motivation. Second, it provides something else to focus on to capture attention. For example, a weight loss program announcement may not get noticed, but a prize trip to an exclusive spa to be raffled off to participants will surely draw interest if it is featured in the promotion. Small scale incentives can also serve dual purposes. Tee-shirts with the program logo can be given to participants as a reward for participation as well as ongoing promotion of the event. In a weight loss campaign at the local police department, PHHP found that one of the most highly appreciated incentives, if it can arranged, is time off from work.
Incentives can be a powerful tool, but must be arranged with input from the target audience. What works as an incentive for one group may not be appropriate for the next.
To find out what incentives might work-ask. Here again, focus groups help.
Timing promotional pieces to go out with payroll distribution can be an efficient way to reach all employees. PHHP has found that posters displayed 2 weeks prior to a cholesterol screening event followed by a payroll reminder notice 1 week later effectively enhances participation rates. Companies large enough to have a newsletter provide a natural channel for promotion of events. An ongoing health information column is an excellent option. PHHP has supplied camera ready copy for such features. Another source of copyright free information is brochures from government health agencies. Sometimes, small tips on behavior change or maintenance can be more effective than lengthy articles. Recognition is also a form of promotion. PHHP has presented worksite coordinators with plaques, certificates, and token gifts of appreciation. Award ceremonies at the Chamber of Commerce give visibility to successful programs and their leaders among their peers as well as within the target community.
Promotion always has a price, but it need not be expensive. One often overlooked, but highly successful marketing strategy involves making a link with an ongoing company wide advertising campaign, slogan, or corporate mission. Program managers can capitalize on the creative development already spent on existing ad campaigns or other promotions. The company has an image to uphold and/or a product to sell. Wise managers will find a way to link with that concept or slogan to develop a theme for their health promotion effort. Employees identify with materials that have a common "look" and that tie in to the work at hand. More importantly, the health promotion program moves one step closer toward becoming part of the corporate culture. This goal is worthwhile for programs which intend to be a part of the company for a long time. Money is saved in product development and promotional materials costs, and management should be pleased with the coordinated efforts underway.
The key to promotion is finding some way to make an event stand out from the ordinary. Creativity, humor, and timing can go a long way toward establishing an environment conducive to behavior change.
Implementation
A successful worksite program is an uncomplicated one. Programs should be thorough, but not difficult to run. Program components should be broken down so that they can be delegated or attended to in steps. PHHP has developed "Coordinator's Kits" for each of their risk factor campaigns, providing a brief but explicit step-by-step guide for implementing everything from a weigh-in during weight loss campaigns to weekly mileage collection for a walk across the country during a "Get Fit" contest. In-person trainings are also held for coordinators, but they are optional.
For more sophisticated training, PHHP offers certification in blood pressure measurement, cholesterol measurement, and summary and referral counseling for screening participants. PHHP has also trained and certified employees to run weight loss and smoking cessation groups in their own companies. Voluntary health agencies like the American Lung Association offer local trainings in smoking cessation. Lung association facilitators will often offer programs on site, or a worksite may send an employee to be trained. Weight loss programs, CPR, exercise, and most other risk factor programs may be done similarly with help from local agencies. While this is more labor intensive, it is a good investment for future programming. Worksites often wilI contract services to local vendors. Key issues of concern are to select high quality vendors who maintain that level of service and commitment over the course of the contract. Periodic monitoring of program providers and written feedback from participants are valuable tools for evaluating these services.
Evaluation
A written plan which outlines measurable goals and objectives makes program evaluation much easier to accomplish. For example, managers wilI want to determine if objectives were met within an established period of time. Was the calendar of expected programs completed? Were promotional activities carried out as expected? Results of this process evaluation may indicate if goal setting has been too lax or too ambitious, and it may help program managers to realign budgets period i-calIy during the budget cycle. Process evaluations are not merely administered at one point in time, but should be a continuous activity. Based on process evaluation results, PHHP staff offer ongoing consultation and feedback to worksites throughout the calendar year. Brief written updates to management complete the evaluation cycle and solidify a position for health promotion on the corporate agenda, while reflecting professionalism and organization on the part of program managers.
Outcome evaluation answers the question, "What happened as a result of offering this program or service?" PHHP has a unique opportunity, due to a specialized software package called FPbase, to track alI individuals who participate in a PHHP sponsored program. In turn, written reports are generated and shared with worksite contacts after each intervention campaign or service is offered. For example, an aggregate report of results from a cholesterol screening and education program can be processed within a day. The number of participants, including breakdowns by age, cholesterol level, gender, occupational category, or other variables are made available to worksite clients. Each worksite receives an annual report comparing its participation rates, successful behavioral changes, and other results against the mean values for alI 30 participating worksites in Pawtucket.
A friendly spirit of competition is promoted among worksites. More importantly, critical improvements in promotion, recruitment, and implementation may be identified. More sophisticated analyses of outcome measures, such as the number of high risk individuals recruited for cholesterol screening programs or the number of smokers who quit and remained nonsmokers after 1 year, are also possible.
Sophisticated software packages, while helpful, are not required to do basic process and outcome evaluation. Staff commitment to ongoing feedback regarding each intervention strategy offered is essential. The rewards for doing even minimal evaluation are great when results are shared with top management, employees, and others who may have played some part in the program (e.g., unions, welIness committee members, etc.), Reporting results provides useful feedback that can help re-shape promotional efforts, realign budget requests, and focus on participation problems.
Nonparticipants can be targeted for more direct promotions or special incentives. Most importantly, good evaluation closes the cycle, bringing the process back to the next plan-
Linnan at al
ning phase by providing one more piece of the ongoing assessment.
SUMMARY
Successful worksite programming, meeting needs at the corporate and employee levels, is a challenge for those who work in occupational health. A good cost/benefit ratio is not enough to ensure success. Program administrators must look for innovative ways to show management that the benefits which are long term-and some of which are rather intangible (a healthier, happier, more productive work force)outweigh the costs that are more immediate and tangible (dollars spent on health related programming).
Identifying and overcoming barriers must be approached as creative problem solving-an art of trial and error more than a formula. Marketing is not a solution, but is a tool which can be useful in maximizing benefits and minimizing barriers. When marketing is predicated on a solid assessment of all the elements-the employees, the management, and the company's profile, resources, impediments, and goalsit can be the basis for strategic planning that ensures high employee participation rates and a long term "fit" within the corporate culture.
Using real world examples and practical tips, a discussion of implications for marketing future programs to the corporate and employee audience is shared.
2 After identifying critical barriers to the effective marketing • of workplace programs, a stepwise approach used by the Pawtucket Heart Health Program to successfully overcome these obstacles is used.
1
The workplace offers a unique setting in which to offer • CVD risk reduction programs. Marketing these programs involves at least two distinct processes. First, a corporation must agree to accept and support workplace health programming. Second, workplace programs must be effectively marketed to eligible employees, dependents, and retirees.
